Haemorrhagic cystitis due to gentian violet
Gentian violet has been used extensively in children and adults to treat oral and vaginal candidiasis. Although many regard gentian violet as innocuous, there have been reports of mucosal ulceration after its use.' There is, however, no reported instance of damage to the bladder.
We describe a case of severe haemorrhagic cystitis due to accidental injection of gentian violet through the urethra.
Case report
A 32 year old woman presented to her local hospital with a two day history of gross haematuria, preceded by three days of severe pain in the lower abdomen, terminal dysuria, and half hourly urinary frequency both day and night.
An intravenous pyelogram suggested a mass lesion in the left side of the bladder. Cystoscopy showed gross inflammation and oedema of the left side of the bladder with acute ulceration of the overlying mucosa, and a large mass on the left side of the bladder was noted when the patient was examined under anaesthesia.
She was transferred to this department for further study with a provisional diagnosis of tumour of the bladder. On admission she told us that two weeks previously her general practitioner had advised her to inject gentian violet into her vagina (using a plastic syringe) to treat a severe pruritus. She admitted that by mistake she had injected some of the solution through the urethra and within a few seconds had developed burning pain in the lower abdomen, followed by urinary frequency and urgency and dysuria. Two days later she noticed haematuria, which frightened her and led to her admission to the local hospital.
Her condition gradually improved with a high intake of fluids, and a further cystogram showed a normal outline of the bladder with no evidence of the mass lesion seen in the original intravenous pyelogram. Cystoscopy and examination under anaesthesia at this stage showed only slight thickening of the left side of the bladder with fairly intense oedema and inflammation of the left base. Tissue was taken from this area for biopsy. Histological examination showed extensive ulceration and non-specific inflammatory changes with large numbers of eosinophils but no evidence of neoplasia; the urine was sterile.
Comment
The patient produced the gentian violet solution, which was analysed and found to be 1% gentian violet in 2% alcohol.
It is interesting that such violent symptoms developed within less than a minute of injecting the gentian violet into the bladder. Seasonal mortality among elderly people with unrestricted home heating Mortality statistics for England and Wales show hypothermia as causing only about 300 out of the 40 000 excess deaths that occur every winter, with coronary and cerebral thrombosis and respiratory disease causing most of the rest.' 2 The increase in thrombosis can be explained by haemoconcentration and hypertension after mild exposures to cold.3 The role of cold houses and other factors in causing this is unknown; Alderson stated that mortality increases in winter among people in institutions in Great Britain, although indoor temperatures and the people's outdoor activities were not specified.2 This paper describes seasonal mortality among people in well heated houses.
Methods and results
Anchor Housing Association provides centrally heated accommodation, with wardens, throughout England for generally able bodied elderly people, mainly widows. The charge does not vary according to how much heating a resident uses. Termination of a lease owing to death postdated death by up to 14 days; the number of such terminations was available for each three month period from July 1981 to June 1985. The number of housing units increased from 13 624 to 17 765 in this time, with a mean of 1-2 residents per unit. Mortality among the general population up to 1985 was provided by the Office of Population Censuses and Surveys, and minimum daily temperatures by the Meteorological Office. Thermistor probes (Digitron) were used to measure temperatures in 14 residents who volunteered to cooperate at two Anchor homes built in 1971 and 1981.
Sublingual readings were taken, with the mouth closed for two minutes.
The figure shows that deaths among residents were 35-3% higher (p<0-001, group t test) during the four winter quarters (January-March) than the four summer quarters (July-September), when minimum daily air temperatures were 10-7C higher. Among the general population aged over 65 mortality rose bv 35-8% in the winter quarters before 1985, compared with 36-0% among residents.
Mortality lagged behind air temperature2; a tendency to larger lags among residents than the general population was attributed to the delays of a few days in recording their deaths. Overall mortality was lower among residents, who were a selected population.
Between 0900 and 1600 on 17 January 1986, after overnight frost, the air temperature outside two homes was 2-3-4 4°C; the sublingual temperature of 14 residents, seven in each home, was (mean (SE)) 36-5 (0-1)°C, the skin temperature on the back of their hands 30-7 (0-4)°C, and the temperature indoors where these 14 readings were made 22-1 (0-3)°C. Each of the residents had a window open and had set all radiators at below maximum. All but one said that they switched off all heating, with windows open, at night. All of the seven who were fit enough made daily excursions outside, waLitng up to four miles and waiting for buses for up to 40 minutes. All of nine who had moved from accommodation without central heating said that they preferred the warmer accommodation, though some had had initial discomfort from "stuffy nose."
Comment
The continuous high daytime temperatures maintained in these homes did not prevent mortality among the residents from rising in winter by a percentage similar to that among the general population. Extensive outdoor excursions by able bodied residents, and perhaps the residents' preference for open windows and no heating at night, provided their only substantial
